


perry Memorial Hospital 
IIP e rge n cy PepartmentT r i age 

_AGE: j 9M DO b : J0T20201T 

Admit Phys (ascano m* 


lAcct #: JO 1332596 M R #: [tT! 
[PATIENT: JkRAMER MADELINE 

CHIEF COMPLAINT (possTr 
Emergency Severity Index 

Triage Date: (TT-8.2 01 3 Triage 
Time to Waiting J Mode of fi 


DATE 


iF: MOLESTATION 


□ Animal Bite 

Triage location: [ Room 3 
EMS Service: j * 


Triage Nurse 


Accompanied by 


□ lwbs 


□ MVC □ Pre-Hospital Care: 


Critical Care Start Time 


mage Notes | 

Height & Weight Ji9~ 
Height & Weight Jn^ 

Vital Signs 


19 lbs 2 oz 8.68 kg 8675 g 29 in 


Loor Scale 


_ Temperature 

98.6 TEMPORAL SCANNING 


Pul se_ 

102 MONITOR 


Respiration 

24 


Blood Pressure 

94/62 R ARM SITTING" 


02 Saturation 

97" 


NOTES: 

STATES THAT E PT^AME ^OME ^ROM JTwEEK A^FATH]frs ^ SAULTED ~^ »TH?R 

I JL™ YING T0 RUB IT against her genitals for pleasure AN p- BEGAN grabbing her diaper as 

SHOWS THAT IS A SIGN OF MOLESTATION ML, ' PARENT STATES ™AT HER RESEARCH 

OPENED WIDE AND WAS VERY SS''AN^T^MES ^ " VAGINA H0LE " «AS 

OPENING." PARENT STATES THAT REDNE^q iV ^ IMES HAD WHITE GUNK" AT "VAGINA HOLE 
ABRASIONS, OR LACERATIONS NOTED TO HEAD NECK^phest^ RASH '' N0 BRUISES, J 

|ARMS. ACTIVITY AND DEMEANOR APPROPRIATE' FOR apf rtl'r ABD0MEN ' BACK ' LEGS, BUTTOCKS, OR 
[TO PREI AREA, VAGINAL OPENING WNL. NO BRUISES NOTED TOPPER I I AREA ?/ ^ RE ° NESS N0TED 
□ MORE Notes 


[~A I le rg i es see e-mar fnr 

, ALLERGY 


No Known Allergies 


ALLERGY 


[D MORE Allergies 

Mental Status 
0 Alert 
□ Oriented x3 
3 Confused/Disoriented 


. .. _ Skin __ 

□ Warm DCool QHot 
0Dry □ Moist □ Dusky 
0Pink □ Pale □ Flushed 

□ Normal for race 


_ Respirations 

0 Unlabored Q Labored 

□ Cough □ Dyspnea 

□ 02 in use (a) f~* l/NC 


Psychosocial 

0 Calm 0 Cooperative 

□ Anxious □ Tearful 

□ Support given 









Child At Risk 


Perry Memorial Hospital 




□ ems 
iQ-tSther 


Vital Signs: 
Pulse Ox: 


Circle ,oe rini;ent positive tmnmnc K H , k, 

h pertlnenl n ««al '•'* tnufuigs INDICATORS: * HQl 


Normal Hypoxic Not Applicable 


Pulse 


R Rate 

Cardiac Monitor: Rate: NS*"~ *«»•_U>* ' ~ 

.I HXIr »"a*ti<niUaabUin.li<aa,ia: _ Jj _ — J<,r><:t '° nal »*"« PVCa PACa 


Temp 


CHIEF COMPLAINT: TH;s is a 


year old male /^errafe who presents with a complaint of 





ONSET/DURATION Oca^ O 

TIMING Smmoc -- H Days weeks T fc b Unknown 

SITE OF INCIDENT H MU '" ple £p ' S ° deS 

mechana» me DayCare Sch001 
REPORTED AcClciental PhysicalAssaultz-^ualAssautt 

-jL 



HOME TREATMENT 

RELATED HX Siblings / other Children At Residence 

i-v . 


Child Protective Services Report Filed By 


Child-AlRisk 
Risk Factors 



Unknown 

Unknown 


OF SYSTEMS 


Constitutional 

Eyes 

-‘nr 


Negative Unexplained Injury / AMS / Stock / Arrest-Hi^ mvCho - -:----_ 

jjm^toof^ e c, ( s) / Various Stapes of HeaiX / '^ortststem w/Ch,tfs Ability 


Pertinent Positives 




re 

Negativ^ 
Negative',. 
Negative 
Negative 
Negative 
Negative 
^Negative 
legative 
N^ 
Negative 


Fever Chills Decreased Activity 

Discharge Redness 
Ear / Mouth / Throat Pain 
Rapid Heart Rate Cogl Extremities 
Cough Wheezing Oiff.cutty Breathing 

Vomiting Diarrhea Poor Feeding 

Dysuria Decreased Urinary Frequency 

Extremity Disuse Swelling 
Rash Cyanosis 

Lethargy Irritability Seizures 

Abnormal Interaction w/Parents (specify) 


- 1 1 _ 

Additional Pertinent History: 

fCP/M anaging Phvainianf,}_ 


-v^v.jry 

All other s ystems reviewed and negative: ^ No 

Tsyslams UwTfc 1C . S>t ,XsX, fe:a ~ 7 'l 


Lcvsi» ? - 3 | System 


DJ_C[ir»c_byn - FCP^Tele£hone_Referra| r o th , ; , ~ 

yf5]t for_Same_£omplaint toED/cii^PC P/in-Pattem With in 

11 hours / n„ i p y 


Re porting Adulf(s)- 

Caretakerfsi: _ 

Patient Accompanied by: 

—- 

i.r.^y 4 


|Nan-i&/RR| l >i [f ,nvHp | , 


r ather Other. 


(Name/Reiatiopshini 


/--^ l 3 c ,_ 


( ^ h ire <£\ - //{****. ^ j 

^ 'tQ> — cijK n^T- 


Previously Healths Birth Weight 7 


. Prematurity _ 


_Lbs / Kg 


PAST MEDICAL HISTORY: 

Birth History Normal A 

Immunizations UTD Xf5ot UTD win o -~-■'•■"“‘“"‘x _______ 

Respiratory ^ ne ^*Wa Pharyngitis PeftJSS,S Sy " a ^ 

«/«i zi gerd 3 ~ /rsv pneunior,,a 

Surgical H[story 2 t. ' s ' ck,p Ce<i Disease Cerebral P a i sy 

FAMILY HISTORY: 

Asthma 
Seizures 
Other 


El 


[^ FH/SH. Lav*,, -a 0 Lewl4 T ZTs 

r -^^i^A ccine Within I asj i; Months 
Yes No Unknown 



SOCIAL HISTORY 

Exnosijre to Passive Smoke 

*us Exposure __ 

S* D »' C >^tal lives With: F»mi^5^SF^/G^TP m 


01332596 
KRAMER MADELINE 

DR ASCANO MAN 
DR 


778905 
F 9M 


P/T-EMEF 


DR NO DOCTOR 
11/08/13 B/D 01/20/13 


Revise '7/n 


if/J 2017 ECl PSO. LLC Chan PiiniB/i O') 


11/8/7013 IS I I 



















M V <» 

physical examination: 

Appearance (noto)| 


exam LIMITED Due TO Uncooperative Altered Mental Status 

Norma F nri nno .. 


Normal 


Normal 


Respiratory 


Cardiovascular 


GI/GU 


Musculoskeletal 


Psychiatric 


^Norrria^ 


--n. 

Normal 


Normal 


Normal Findings: 
Well-Appearmg 
No Pain Distress 
- N° Respirator y Distress 

_ Conjunctiva Clear 

Ears Normal 
Nose Normal 

Mouth Normal / Moist MMs 

Throat Norma l_ 

Supple ~ 

Nontender 

— No Lymp hadenopaihv 
Airway Patent' 

CTA 

Breath Sounds Equal 
Respirat ion Nonlabored 

RRR -- 

No Murmur 
Pulses Normal 

—-- nsk Capill ary Refill 

Soft / Nontender 
No Masses 
Bowel Sounds Normal 
_No Organom egaly 
Strength / ROM Intact 
No Edema 

Warm & Dry ~— 

No Rash 
Colo r Normal 

Alert - - 

...Muscle Tone Normal 
Response to Family: ' 

Age Appropriate 


—- ^a g^Mpiupriate prr- 

Differential diagnoses / hqi / pqrs- 7 " 

z:r-r*- 


Nominal Injury 
Bum 

Contusion 
Fracture 
Genital Injury 
Other 


Head Injury 

Injuries at Various Stages of Healing 

Laceration 

Neglect 


Abnormal Findings: 

Ill-Appearing: Mild :£) siffenl 

Pam Distress Mild ifed Severe 

__Resp D,stress Mild Mo ri severe 

—Qdnjuncuva inHammed / - 

TM Etylnema / bulging /Immobile 
msal Clear/Purulent Drainage 
Dry MMs / iestons 

—Eryfheme /Exudate /Enlarged Tonsil* 
Nuchal Rigidity ' 

Tenderness @ 

. Enlarged Nodes fh 

Airway Obstructed / Stridor "- 

Crackles @ _ 

M/hee2es (S> 

Breath Sounds (3> -- 

Retractions -- 

Fachycarrfre Bradycardia ~ 

nZ7»? raCi *<- /W SM Otestoiic 
Distal Pulses; Weak Absent 

Delayed Capillary Refill 

Tender ( 2 ) --- 

Mass @ * —-— 

Bowel Sounds Hypo Hyper 

Hepatomegaly / Splenomegaly 

Limited rffl -- 

Edema (3) _ 

' Diaphoretic^—^ ,, „ 

(specify): _Q-j f i71 

3S/S @ ' w 

raligned / Lethargic / Unresponsive " 7 
Muscle Tone 

Response to Family . ~—- 

Decreased / Consolable / Inconsolable 

he RE-EVALUATION: “T~ 

nosos .. . 

™ e -- Unchanged Im 


Perry Memorial Hospital 

Extremis other. 

r Complaint-Specific Findings 


HEENT: Anterior Fontanelle Closed Flat Bulqint 
Retinal Hemorrhage 
Raccoon Eyes 
Battle's Sign 
Hemotympanum 
Torn Frenulum 
Skin. Ecchymosis 

Color. Red Purple Green Yellow Mixed 
Soft Tissue Swelling 
Abrasion / Laceration / Puncture 

Burn: Degree 1 2 3 |—r- 

Describe Pattern or Shape: Diagram 


Genitalia Please Refer to Evidence 
Collection Kit for Physical Examination 
Documentation (if applicable) 

Refer to Anatomical Drawings if Appropriate 


Q U>— 

ChJ*.sTp~~ 


level 1 1 System 
levels 2-3: 2 Systems 


Level 4 4 Systems 
Level 5 S Systems 


Improved 


Unchanged Improved 


Pam Scale (0-10) 


SfPHYSlClANJJlAGNOSES: " ~ 


^C ritical Care Provided: 30 -74 min) 75-104 min / 

SIGNATURE: I h«v« review^ ava,i,,mirrt7- c ttt»rv , u, 


DISPOSITION TIME: 


'SITION DATE 

ent fhao above) 

Ilk 


rWuvsina Staff doeumenutio,,. 
— PA I HP I Resirton 


. Discussed case/management/disposition 0 , palient ^ 

Name:__ 

Name: “ " ---— ±IIL_Lpjr 

Admit/Transition Orders Written b^ED Provider~^TT^-- 

Reviewed with:_ ° 

Admit to: ~ I ______ 

— ■ — Consult Follow-up 

PtsPosrr.uN^ disposition decision timf - / C >. 

^arge^ome Pa ^Gw««an School^Foster Care Deceased AMA 

Patient Endorsed To/Discussed With ^ ond, t'o n Stable Unstable 

Patient »*** Withm Hospital's Ca^~^^—^ 

Transfer Form Corppkted ---- 

D.TO.'nR : £ ^, r . 
Discussed with Patient £amil/ Other U ^ ^ -— 

JExcfudes time required for other billable pr^C^P^ -1 


Chart Completed. Yes 


~7----.- MD/DO 

SHSES I" 08 * h ' 5,or ^'’V-ei examms^^ 
Re^„rs no" r d * ni 1 r ~ ** 

nave doci"T)ONEd _ (inffiais) P ah care a * 1 


01332596 
KRAMER MADELINE 

DR ASCANO MAN 
DR 


778905 

F 


P/T-EMEP 


DR NO DOCTOR 
M/ 08/13 B/D 01 / 20/13 


■.. . 





1EHI Memorial 
Hospital 

815-875-2811 Extension; 4411 


Patient Name Jkramer Madeline"' 


Patient Discharge Instructions 


. 1 ^ Patient Acct. # (013325' MR# 

Admitting Physician: F=ano m Secondary Physician: F ^tor ~ 

Discharge Instruction/Education Handout(s) given & reviewed: 

[normal GROWTH AND DEVELOPMEnT'oF IN* p——— — ■ . , 


MR# 778905 


□ Written Prescription(s) provided □ Prescriptions called to: F~ 

Other Instructions: 


Pharmacy 


□ Immunizations given 


Medications Received in the ER 


Medication 


lime Given Drug Information 


□ more 


Medication Name 


indications to be Taken at Home 
! Dose | Route T 


Frequency 


Dispensed 


□ MORE — --- 1 -IL_ 

□j Take prescribed medication(s) as directed CAUTION- if wnn 

Department before continuing the medication. P a tas or unusual symptoms, contact your physician or the Emergency 

□ Do not drive, operate machinery or take alcoholic beverages while taking this medication- f ————- 

D g,Ve " - t— t. somewhat tmpaimd *, .. tars . Do not a ,« „ 

X-RAV AND CULTURE REPO RTS ---—, 

□ Z wall! ">"« «0'. 9 i>< w,» mview the X-R, y s. „ ,h„, ls , chat,,,. y „„ W1 , * no «-' 

jJ, totta, w„, no, an .mmeOtate ,.po„ svaNane I, mate is , chan 9 e ,n your >ou wi|| ^ 








Patient Name Jkramer Madeline" 


Patient Acct. # 1013325 ' 


MR# 778905 


Potient Discharge Instructions (continued) 


FOLLOW-UP INSTRUCTIONS 


Call to arrange an appointment to see Dr [family doctor """'"' 1 ' ~ p— —— 

:sz:: 1 sr Te " the off,ce 

seen in the Emergency Room. Call sooner if you think necessary. Show this instruction sheetto yo'u^oJoT ^ ^ ^ ^ ° ffiCe reCePtl ° n ' St y ° U ^ 

be a subsbtutefor or an Effort to t ^rovicL°cc^pfete^^ica^^e 3e Your e follow^u 0n d an t ern fr^ e nc^ basis on| y. and are not intended to 
a copy of your records and all test reports. It is import < named abov ®) will receive a 

him/her any new or remaining problems at that time because it is imnn« L h ' eck you a 9 ain - and that you report to 
ps in a single Emergency Department° r 

L —----~ RETURN FOR: - : -- 


- -- ’ » VIX! 

W Signs of infection: redness, swelling, increased pain or warmth red [7] n . huf , r .. ~ ” ' ---- 

streaks, pus or drainage. ’ ^ Dehydration-dry hps or tongue, decrease in urination, no tears when 

□ crying. 

Fever, chills r—i 

r~j LJ Numbness, weakness or tingling in extremities 

m Increased pain r-i 

,—. LJ Headache 

I—I Changes in walking, vision or speech. I—I r- ,• 

r—j 1 —* Feeling faint or dizziness. 

1—I Chest pain r ~1 

r—j —‘ Shortness of breath or difficulty breathing, 

i—1 New or worsening symptoms. j—j 

■—t '—i Nausea, vomiting or diarrhea. 

L—I Loss or bowel or bladder control. 


OTHER SPECIFIC INSTRUCTIONS" 


'Push fluids 


Good hand washi 


□ more 



pediatric resource center information given, follow uFinTT^aysT 


0 Planning Ahead brochure given to Q patient g family Q refused 

Clinical Impression: [diaper rash".am.kqeu .. .. — . 

Discharge VS: _ 

i i27M;^ r ,si r on i i 

Discharge VS: |n ' 

Pain level at time of discharge fo 

information regarding my visiU^ER se^uTm'rfami J/refenarLlS 3 ' ' nStrUCtions and give Permission to have any lab, x-ray or other pertinent 


Respiration 

22 


Blood Pressure 

98/64 R ARM SITTING 


02 Saturation 

"™ 97 





ft c 


*00040805121 ft 


Printed: 
1U6/2C13 19 11 


Timo/Date Seon 
(if DHTerfinli: 


Mode of 
Arrival; 

□ EMS- 
!J3^5ther 


Child At Risk 


Perry Memorial Hospital 


- G^ ~- 


Instructions: Circle ggflinent positive findings Backslash pertinent negal ve i 


Vital Signs: Stable except: BP. 

Pulse Ox: Normal Hypoxic Not Applicable 


Pulse. 


INDICATORS: * HQI A PQR 


R Rale 

. % on Room Air or0 2 @, 


Temp. 


Umin 


HISTORY: 


Cardiac Monitor : Rate: NSR Brady Tachy Rhythm: Sinus Afib Junctional Ectopy: None PVCs PACs 

Extremis UnacccompsraeO 

LMP: 


CHIEF COMPLAINT: This is a 


j HX from Patisnt Unobtainable due to: 

C. 


...v S ^v.ivu»Brimim;«iji:iu, Altered Mental Status cxutwiis u!iac 

HX from: Patent ^FarrWyb,Car^ajtg^iJ^IS Interpreter Medical Records 

° n tj y year old male / ^female who presents with a complaint of: 


f-' • vwv* rw M III r u u/wI I ipia.ll ll Ul . 

jaddUpl A 



Child-At-Risk 
Risk Factors 


j Negative Unexplained Injury i AMS / Shock f Arrest History Changing / Inconsistent w/lnjury / Inconsistent vv/Child's Ability 
_Injury in Shape of Object(s) / Various Stages of Healing Delay in Seeking Treatment 


Re view of systems: 


Pertinent Positives 


Constitutional 
/« s 


Fever Chills Decreased Activity 
Discharge Redness 


ENT 

I Negative',, 

! Negative \ 

Ear / Mouth / Throat Pain 

CV 

Rapid Heart Rate Cool Extremities 

Respiratory 

! Negative 

\ Cough Wheezing Difficulty Breathing 

Gl 

■ Negative 

\ Vomiting Diarrhea Poor Feeding 

GU 

| Negative 

Dysuria Decreased Urinary Frequency 

MS 

(Negative 

j Extremity Disuse Swelling 

Skin 

Negative i 

' Rash Cyanosis 

Neuro 

N^gatiw/ 

Lethargy Irritability Seizures 

Psych 

Negative 

Abnormal Interaction w/Parents (specify) 

AH other systems 

reviewed and negative: No 


Levels 2-3 | System 


PA ?T_^?.01CAL HISTORY:^^ p re vr6usiy HeaithJ\ Birth Weight: 
Normal Abnormal' — 


Additional Pertinent History: 


Referred to ED / Clinic by: PCP i Telephone Referral l Other 

Previous Visit for Same Complaint to ED/Clinic/PCP/ln-Patient Within 

72 hours / --- Days Dx i Rx: _ 

Reoortina Adultfs): 

I'NamerRelationshiD: 

Caretakerfsl: 

(N a m ei'Reiati onsh I p'l 

Patient Accompanied by: CMother-Father Other 



A. r/A-^a , 

. A'-frT H-frA 3 03t) _ 

“"T-* * ‘ -7 s - 1 - 


- -- 



_LbS I Kg PMH I FH/ SH. Layers t - 3: 0 Level 4 1 Laval 5: pmh plus FH or SH 


Immunizations 

UTD 

^otUTD'} 

HIS PneumoCV 

Pertussis Rotavirus Synagis® 

ENT 

None 

Otitis Media 

Pharyngitis 

Respiratory 

None 

Asthma 

Bronchiolitis / RSV 

Pneumonia 

Gl / GU 

None 

GERD 

UTI 


Chronic Illness 
Surgical History 

None 

None 

Seizure Disorder DM 1 Sickle Cell Disease Cerebral Palsy 


♦ Influenza Vaccine Within Last 12 Months. 
Yes No Unknown 


FAMILY HISTORY: 

Negative 




Asthma 





Seizures 

01332596 

KRAMER MADELINE 

DR ASCANO MAN 

DR 

776905 

F 9M 

DR NO DOCTOR 

P/T-EMEF 

Other 

:iAC HISTORY: 

txpoaGre to Passive Smoke 

Negative 

■ 

infectious Exposure 


11/08/13 B/D 

01/20/13 

Attends: Day Care/School 
Othp 

Lives With: Family/Fcster Care/Group Hm 



Revise ' 7/11 


icj 201 2 ECI PSO. LLC Chan Prime* O'* 


11 J 3 U 01319 11 















































PHYSICAL EXAMINATION: _EXAM LIMITED DUE TO: Uncooperative Altered Mental Status 


Appearance 


Normal 

yMtSrmiiJ 


Normal 


Respiratory 


Normal Findings: 

Wetl-Ap pearing 
No Pain Distress 
No Respiratory Distress 
Conj unctiva Clear 
Ears Normal 
Nose Normal 

Mouth Normal t Moist MMs 

Throat Norm al_ 

Supple 

Nontender 

No Lymphadenonaihy 
Airway Patent 
CIA' 


Breath Sounds Equal Bi 

—— _ y- . Respiration Nonlabored Retr 

Cardiovascular ,-Norm^ RRR " Taci 

V No Murmur m tin 

Pulses Normal Dish 

—— —- -- Brisk Capillary Refill _ Q e i s 

GI/GU /''Norma) Soft / Nontender Tenc 

y ~-—-—No Masses Mas 

Bowel Sounds Normal Bow 

— --- No Organom egaly Hep, 

Musculoskeletal xMorm^t, Strength 1 ROM Intact Limit 

=-- V. — No Edema Rder 

Normal Warm & Dry ~Paie 

' No Rash 

__ X~\ Colo r Normal 

Neuro Normal Aiert Faui 

— -—- Muscle Tone Normal Mi 

Psychiatric Normal Response to Family: Res f 

__ Age Appropriate _ Dec) 

FFERENT1AL DIAGNOSES I HOI / PQRS; conation o( the “ 

rnllm-mB coidl|.oni may t>9 watranted for (ho pt*M.n(,i.g proO m they arfc „ o; nn v|nosos 

Abdominal Injury Head Injury 

Burn Injuries at Various Stages of Healing 

Contusion Laceration 

Fracture Neglect 

Genital Injury 

Other 


Abnormal Findings: 

Ill-Appearing: Mild (l/jod S0er\ 

Pain Distress: Mild 'Mod Severe h 

Resp. Distres s Mild Mod Severn 

Conjunctiva Inflammed / Discharge 
TM Erythema / Bulging / Immobile 
Nasal Clear/Purulent Drainage 
Dry MMs / Lesions 

Erythema / Exudate ! Enlarged Tonsils s 
Nuchal Rigidity 

Tenderness @ _ 

Enlarged Nodes @ _ 

Airway Obstructed / stridor 

Crackles @ __ 

Wheezes @_ 

Breath Sounds (5) 

Retractions _ 

Tachycardia Bradycardia 

Murmur; Grade _/VI Systoiic Diastolic 

Distal Pulses: Weak Absent 

Delayed Capillary Refill _ 

Tender @ 

Mass @ 

Bowel Sounds Hypo Hyper 
Hepatomegaly / Splenomegaly 

Limited @ __ 

Edema (5) _ 

Pale/Diaphoretic^--^ 

££isl\ (specify). ( / - > * y(L\ 


Child At Risk 
Perry Memorial Hospital 

Extremis Other:___ 

/ Complaint-Specific Findings 


HEENT: Anterior Forrtanelle: Closed Flat Bulginc 
Retinal Hemorrhage 
Raccoon Eyes 
Battle's Sign 
Hemotympanum 
Torn Frenulum 
Skin. Eechymosls 

Color: Red Purple Green Yellow Mixed 
Soft Tissue Swelling 
Abrasion I Laceration / Puncture 
Burn: Degree 1 2 3 l~ See 

Describe Pattern or Shape: Diagram 


Genitalia: Please Refer to Evidence 
Collection Kit for Physical Examination 
Documentation (if applicable) 

Refer to Anatomical Drawings if Appropriate 




^ygfrosrs @ _ w//0 jf 

Fatigued / Lethargic / Unresponsive c.VcrKr/' 

Muscle Tone ^ * 1 


Muscle Tone _ 

Response to Family: ~ 

Decreased / Consolable / Inconsolable 


he RE-EVALUATION: 

ncsos JTime. Unchanneri 


tevel 1 1 Syslam 

L6veF 4 

4 SyslGrcs 

lev9ls2-3: J Systems 

Level 5 

S syslerr.s 


Unchanged Improved 


Unchanged Improved 


Pain Scale (0-10) 


EDPHYSICIANOIAGNOSES: 

2 


Critical Ca re Provided: 30-74 min/75-104 min/ 
SIGNA TURE: I hav* reviewed avail afiTC-ftnefttary ( Ni 

I DISPOSITION TIME:!- , . 


tin»_mm (E 

Y ( NofAirtg Staff documentation. 

BA/ NP I Resid&n 1 


PHYS. NOTIFlCATION/CO NSU LTS: jChart Copy Avertable to Audt’l Care Providers 

Discussed case/management/disposition of patient with: 

Name- _* 

-:---—-ill_ - _ a.m. / p.rr 

Name: _ , 

—--:------—... _ai__ a.m / p.rr 

Admit/Transition Orders Written by ED Provider: Yes / No 

Reviewed with: 

Admit to Consult Follow-up-_ 


DISPOSITI ON: DISPOSITION DECISION timf - / ^> > I 

PisohargeJHoms Parent/Guardian School Foster Care Deceased AMA 
^Dctos InRUnit: ICU OR Floor Condition: Stable Unstable 

Patient Endorsed To/Discussed With ___ @ a m / n m 

Patient Stabilized Within Hospital's Capabilities/Transferred to:__ 

Transfer Form Corppjeted . _ ^ 

Disposition RaUonal/ lLy^vc/jzCfjfa' 'f&h-Q-i; 

Discussed with. Patient Famil/ Other: _ V ' 

— C arc Instru ctions Given to & Follow-Up Care Discusse d w/Patient At Discharnp 

(Excludes time re quired for other billable procedures) 

Chart Completed: Yes No 


DISPOSITION DATE 

<if different Fhaa above) 

uIAP 


- y ___ MD/DQ 

-1- MD/DQ 

Teacrrog t'hys.can - 1 performed a hstory & phy-nrsl exam,ration of me 
palient and OisCLaaeu me inanapertem with the Rcttidenl [ reviewed the 
ReatUettrs note a,id agtea wlh (he findings and plane'care enoupt as I 
have documonlad _ _(I'irhaisj 


01332596 
KRAMER MADELINE 

DR ASCANO MAN 
DR 


776905 

F 


P/7-EMEF 


DR NO DOCTOR 
11/08/13 B/D 01/20/13 


This form is to assist the physician's documentation or clinical care and Ireatment 
It rs not intended to supplant that judgement or create a standard «r cara 

. . .-if.-..--- CK.rl Ct.._._^ r-v_ , , __... 





















Electronic Form 


Page 1 of 3 



815-875-2811 Extension; 4411 


Patient Discharge Instructions 


Patient Name [kramer Madeline h Patient Acct. # j'oTJi'is! Mr # j 7785Gb 

Admitting Physician: jcERNCViCH Secondary Physician: (no doctor 


Discharge Instruction/Education Handout(s) given & reviewed: 


DIAPER RASH 




! 


G Written Prescription(s) provided G Prescriptions called to: |" .. ""] Pharmacy 

Other Instructions: 


Medications Received in the ER 

r Immunizations given 



Medication 


Time Given 

Druq Information aiv 

NONE 




G 




" ” r. 

G 


G MORE 


Medications to be Taken at Home 


Medication Name 

Dose 

Route 

Frequency 

[nystatin cream 

uhbi 


APPLY TO PERINEUM 2 TIMES A DAY 

1 

Vi i 

ihhi 

i 


G MORE 


G Take prescribed medication(s) as directed. CAUTION: if you develop a rash, or unusual symptoms, contact your physician or the En 
Department before continuing the medication. 

G Do not drive, operate machinery or take alcoholic beverages while taking this medication: | ~~ 

I Due to medication you have been given while in the Emergency Department, your alertness may be somewhat impaired for 6 - 8 ho> 
_ operate heavy machinery. 

I X-RAY AND CULTURE REPORTS 


I The X-Ray reading today is a preliminary report. The radiologist will review the X-Rays. If there is a change, you will be notified. 

G The culture that was done today will not have an immediate report available. If there is a change in your treatment, you will be notifie 


https:// eforms. perry memorial. or g/x/efloadform. cbx?COMMAND=PRINTALL&PRINTT... 12/10/2013 
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Patient Name [kramer"’madeline"h f Patient Acct. # |or 33 3 ~b; MR # [778905 

Patient Discharge Instructions (continued) 

FOLLOW-UP INSTRUCTIONS 


Call to arrange an appointment to see Or. j Phys i c - an aoco s s Gui de given j i n Jl-21 days for follow up care Tell tt 

receptionist you were seen in the Emergency Room. Call sooner if you think necessary. Show this instruction sheet to your doctor. 


You have been referred to Dr. 


days for follow up care. Tell the office rec« 


seen in the Emergency Room. Call sooner if you think necessary. Show this instruction sheet to your doctor. 


NOTE: The examination and treatment you have received have been rendered on an emergency basis only, and are not intended 
be a substitute for or an effort to provide complete medical care. Your follow-up doctor (named above) will receive a 
a copy of your records and all test reports. It is important that you let him/her check you again, and that you report to 
him/her any new or remaining problems at that time, because it is impossible to recognize and treat all elements of injury or 
illness in a single Emergency Department visit. Meanwhile, FOLLOW THE INSTRUCTIONS BELOW as indicated to you. _ 

RETURN FOR: 


Ri Signs of infection: redness, swelling, increased pain or warmth, red 
streaks, pus or drainage. 

P 

Dehydration-dry lips or tongue, decrease in urination, 
crying. 

IP Fever, chills 

r 

Numbness, weakness or tingling in extremities 

P Increased pain 

p 

Headache. 

P Changes in walking, vision or speech. 

r 

Feeling faint or dizziness. 

D Chest pain 

p 

Shortness of breath or difficulty breathing. 

Rj New or worsening symptoms. 

P Loss or bowel or bladder control. 

p 

Nausea, vomiting or diarrhea. 


OTHER SPECIFIC INSTRUCTIONS 







i 


i 

—. Ii ...Ml M nil .... Hill 


Cl MORE 

Other:CHANGE DIAPER FREQUENTLY 


P Planning Ahead brochure given to P patient P family P refused 


Clinical Impression: [diaper rash/dermatitis 


Discharge VS: New 



Pain level at time of discharge |0 

I hereby acknowledge receipt of and! understand the printed and verbal instructions and give permission to have any lab, x-ray o 
information regarding my visit to ER sent to my family/referral doctor. 


https://eforms.perrymemorial.Org/x/efloadform. cbx?COM!VL4ND=PRINTALL&PRINTT 
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Signature: 

Relationship 
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Perry Memorial Hospital 
Emergency Department Initial Interview 


Acct #; [o 1 33 2 5 9 6* 

MR#: [778905 : AGE; 

| 9M DOB: 

01202013; 

DATE: j 1 1 0 813 j AdvDirp” 

PATIENT: |kramer 

MADELINE H 

Admit Phys 

AS CANO M 

Second Phys: N0 doctc 


JJennifer M., RN 

Time: 

1 £ 50 Location: 

Room 3 


Weight 

Weight 


19 lbs 2 oz 8.68 kg 8675 g 29 i 


in 


New 


2 m2 Floor Scale 


Current Medications Taken At Home 

r Pharmacy called for assist with medication list 
IT Dr's office called for assistance with medication list 

Medication Reconciliation 

□ Validation 


Past Medical History | 

F Family provided portions or all of the patient history 

l - Unable to assess portions or all of history due to patient condition 

[~ Old records reviewed for portions or all of history due to pt. condition; See account: 


Assistive Devices: F None C List 

Last Menstrual Period F Ni/A C Date:f~ 

Illnesses 

Cardiac & Circulatory Historic F None 
Respiratory / Pulmonary History F None 
Gl / GU History: F None 
Musculoskeletal History: F None 
Mental Health History: F None 
Cancer History F None 
Other Medical History: F None 

Surgery: F No O Yes C: History unknown 

History of Tobacco Use: ^ No ^ Yes F Household member smokes 





























Electronic Form 


Page 1 of 6 


Perry Memorial Hospital 
ED Patient Progress Record 


!Acct #: Joi332596 : m R #: |v78 905 : AGE: | 9M DOB: 

01202013 j 

DATE: (110813! AdvDir^” 

IPATIENT: KRAMER MADELINE H Admit Phys 

ASCANO M 

Second Phys: NO doctc 

Patient Information 



Weight 19 lbs 2 oz 8.68 kg 8675 g 29 in .42 m2 Floor 

Scale 


Weight New 



Intake & Output 




Intake [Enter New Intake 

Total Intake from 12/10/13 02:02 - 12/10/13 10:02 Total Intake from this form [ 


Output |K nter New Output 

\ 

:Total Output from 12/10/13 02:02 - 12/10/13 10:02 

Total Output from this form 


IV Site & IV Therapy 


IV Start - Site Information 

P field site maintained 

Time Site IV/INT Gauge Attempts Nurse D/C w/catheter intact 

i n~ i 

1 P Time j 

rn i ; r~ i : 

1 .! □ Time 

.j 1 

i “ i ' •— i— 

! f .: P Time 

.i r ■' 




Exam Data 


Critical Care Start Time | 

Critical Care Stop Time [*" 

-—~ 




RN Exam Time 

i 118 5 01 { 

1 1— 


! I 

; | ...J 


MD Exam Time 

jl9li] Dr. 

M. Ascano 

IIH 

| Dr. r 




Interventions - Treatme nt Record _ 

Time 1850 j D back board / c-collar maintained I - back board / c-collar removed 


P order(s) received □ MD notified: 1 

P Ice applied P Neb tx per RT J~ bg I ( Pi Xray [ 

P Foley r Labs obtained per RN P Labs obtained per ED tech P Labs drawn per Lab 


P VS IP Pain level jo 
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r ng 

F EKG completed 

r EKG reviewed by MD 

[j IV site(s) patent & clear 


1 Monitor f 

P wound irrigation/cieanse 

F 02 @ J I/m per 


F Post mold applied; 
size | 

r steri-strips applied 

F Ortho I 

F Notes 

Communication j 

Report given to: J j 


TRIAGE TO ROOM 3. 

1918: MD EXAM WITH JENNY M. ( RN PRESENT. 


VS 

New 



Time | 195 6 

F back board / c-collar maintained 

□ back board / c-collar removed 

r vs 

F Pain level f° 

F order(s) received 

P MD notified: 

1 Ice applied D Neb tx per RT 

r bg| 

r Xray j 

F Foley 

F Labs obtained per RN 

P Labs obtained per ED tech 

□ Labs drawn per Lab 

r NG 

P EKG completed 

F EKG reviewed by MD 

r IV site(s) patent & clear 


P Monitor f 

P wound irrigation/cleanse 

Fj 02 @ j I/m per j 


F Post mold applied; 

P steri-strips applied 

P Ortho [ 


size [ 



F Notes 

Communication 

Report given to: | 


DC INSTRUCTIONS/HEALTH AND DEVELOPMENT IN INFANT AND PRC INFORMATION GIVEN, PARE! 
VERBALIZED UNDERSTANDING. DC HOME. 


P MORE 
r LWBS 

r Transfer Communication / Information 

Discharge Information 

Patient Belongings: F Clothing F Watch F Glasses F Dentu res l~ Hearing aid xl G Hearing aid xl 
□ Waliet/Purse F Home medications Belongings Disposition: |' A i£ "^ ongi ngs hom ^ » 

FT Critical Care entire ED visit Critical Care Stop Time |~ ~" 

Physician decision to admit - date & time rw«. f~ ~~ 

—-uate. Time: j 
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must be MMDDYYYY 


P Discharge Time-out completed F LWBS 


Location: 


Patient Disposition: [Home Mode: [carried 

IV status: No IV or INT at discharge/transfer 


v status: }•• - • * .■ .^ uisc narge/ cransrerj ivdetails if applicable | 

Accompanied By: ^ >aren ^ Pain Scale: [o' ~ Time of Discharge: 1956 rn Jennifer M. 
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Name Jkramer Madeline h | Account JO 1332 s' 96 1 

Patient Progress Notes page 2 
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Perry Memorial Hospital 
Emergency Department Physical Assessment 
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Perry Memorial Hospital 
Emergency Department Triage 


!Acct (01 332596 

MR#: (778905 

AGE: | 9M dob: 

01202013; 

DATE: | 110813 j AdvDir J :: 

[PATIENT: KRAMER 

MADELINE 

Admit Phys 

AS CANO M 

s Second Phys: N0 doctc 


CHIEF COMPLAINT[ POSSIBLE MOLESTATION 

Emergency Severity Index: [urgent ~1 Pain level |o ] □ Animal Bite 

Triage Date: |Y2^72oT3™~" Triage Time: [l850~ Triage Nurse: [Jennifer' m! ,rn Triage location: (Room 

Time to Waiting f~~ | Mode of Arrival: [carried”" Accompanied by: [parent” EMS Service: j~ 

1“ LWBS 


r MVC P Pre-Hospital Care: Critical Care Start Time 


Triage Notes 


Height & Weight 

Height & Weight 
Vital Signs 


19 lbs 2 oz 8.68 kg 8675 g 29 in .42 m2 Floor Scale 
New 


Temperature 

Pulse 

Respiration 

Blood Pressure 

02 Saturation 

98.6 TEMPORAL SCANNING 

102 MONITOR 

24 

94/62 R ARM SITTING 

97 


I New 


NOTES: 

PARENT STATES THAT SHE THINKS PT WAS SEXUALLY ASSAULTED BY FATHER 3 MONTHS AGO. N 
STATES THAT PT CAME HOME FROM A WEEK AT FATHERS HOUSE AND BEGAN GRABBING HER DIAE 
IF TRYING TO RUB IT AGAINST HER GENITALS FOR PLEASURE. PARENT STATES THAT HER RE 
SHOWS THAT IS A SIGN OF MOLESTATION. PARENT ALSO STATES THAT PTS "VAGINA HOLE" WA 
OPENED WIDE AND WAS VERY EXCORIATED AND AT TIMES HAD "WHITE GUNK" AT "VAGINA HOLE 
OPENING." PARENT STATES THAT REDNESS WAS DIFFERENT FROM DIAPER RASH. NO BRUISES, 
ABRASIONS, OR LACERATIONS NOTED TO HEAD, NECK, CHEST, ABDOMEN, BACK, LEGS, BUTTOC 
ARMS. ACTIVITY AND DEMEANOR APPROPRIATE FOR AGE. GENITALIA INTACT, SOME REDNESS N 
TO PREI AREA, VAGINAL OPENING WNL. NO BRUISES NOTED TO PERI AREA. 


[- MORE Notes 


Allergies 

see E-MAR forallerav reaction information 

ALLERGY 

ALLERGY 

No Known Allergies 










r MORE Allergies 
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_ Mental Status 

W. Alert 


__ Skin 

W Warm f~ Cool f~~ Hot 
R Dry P Moist IT Dusky 

Rf Pink T Pale f~ Flushed 
IT Normal for race 


_ Respirations _ I 

R" Unlabored R Labored 
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Memorial 
SIS Hospital 

815-875-2811 Extenstion; 4411 

Patient Discharge Instructions 


Patient Name [kramer Madeline 

J Patient Acct. # |oi3325t MR # |778905 


Admitting Physician: |ascano m j 

Secondary Physician: [no doctor [ 


Discharge Instruction/Education Handout(s) given & reviewed: 

[NORMAL GROWTH AND DEVELOPMENT OF 

IN ( 


I \ 


P Written Prescription(s) provided f~ Prescriptions called to: Pharmacy 

Other Instructions: 


___ Medications Received in the ER 

r Immunizations given 

Medication Time Given 

none” " I I i 


n MORE 


Medications to be Taken at Home 


Medication Name 

Dose 

Route 

Frequency 

r . 




r~.“i ”.. 

r 



r. 

r....... . ... 


r MORE 


P" Take prescribed medication(s) as directed. CAUTION: If you develop a rash, or unusual symptoms, contact your physician or the En 
Department before continuing the medication. 

I Do not drive, operate machinery or take alcoholic beverages while taking this medication: JT~"~ 

r Due to medication you have been given while in the Emergency Department, your alertness may be somewhat impaired for 6 - 8 ho: 
_ operate heavy machinery. _ 

__ X-RAY AND CULTURE REPORTS 

t~* The X-Ray reading today is a preliminary report. The radiologist will review the X-Rays. If there is a change, you will be notified. 

I The culture that was done today will not have an immediate report available. If there is a change in your treatment, you will be notifie 


Drug Information qiv 

n 

□ 






ni a xttx—ttty t\tt a t t o_r>r>TXT r r'T T 


1 'W1 A/TA1 O 
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Patient Name 


KRAMER MADELINE 

Patient Acct. # 

013325 

MR# 

778905 


Patient Discharge Instructions (continued) 

FOLLOW-UP INSTRUCTIONS 


Call to arrange an appointment to see Dr. [family doctor “.' T j n [l-2 days for follow up care. Tell tt 

receptionist you were seen in the Emer gency Room. Call sooner if you think nece ssary . Show th is instruction sheet to your doctor. 

days for follow up care. Tell the office rec< 


You have been referred to Dr. 


in 


seen in the Emergency Room. Call sooner if you think necessary. Show this instruction sheet to your doctor. 

NOTE: The examination and treatment you have received have been rendered on an emergency basis only, and are not intended 
be a substitute for or an effort to provide complete medical care. Your follow-up doctor (named above) will receive a 
a copy of your records and all test reports. It is important that you let him/her check you again, and that you report to 
him/her any new or remaining problems at that time, because it is impossible to recognize and treat all elements of injury or 
illness in a single Emergency Department visit. Meanwhile, FOLLOW THE INSTRUCTIONS BELOW as indicated to you._ 


RETURN FOR: 


P" Signs of infection: redness, swelling, increased pain or warmth, red P 

streaks, pus or drainage. 

P Fever, chills F~ 

P Increased pain f~ 

fj Changes in walking, vision or speech. IT"" 

□ Chest pain f~ 

r New or worsening symptoms. i 

r Loss or bowel or bladder control. 


Dehydration-dry lips or tongue, decrease in urination, 
crying. 

Numbness, weakness or tingling in extremities 
Headache. 

Feeling faint or dizziness. 

Shortness of breath or difficulty breathing. 

Nausea, vomiting or diarrhea. 


OTHER SPECIFIC INSTRUCTIONS 


I 


i 

Push fluids 

1 

Good hand washing 









D MORE 

Other: PEDIATRIC RESOURCE CENTER INFORMATION GIVEN. FOLLOW UP IN 1-2 DAYS. 


W Planning Ahead brochure given to F" patient P family f~ refused 


Clinical Impression: (’diaper’"rash, alleged molestation 

Discharge VS: _ 


Temperature 

Pulse 

Respiration 

Blood Pressure 

02 Saturation 

98.1 TEMPORAL SCANNING 

127 MONITOR 

22 

98/64 R ARM SITTING 

97 


Discharge VS: 


Pain level at time of discharge jO 

I hereby acknowledge receipt of and understand the printed and verbal instructions and give permission to have any lab, x-ray o 
information regarding my visit to ER sent to my family/referral doctor. 














































